Since 1959, 22 cases of such disorder have been experienced also in our clinic. Clinicals and epidemiology of these instances will be presented here, including the same disorder observed in Osaka, Nara and WakayamaPrefecture knownby enquete.
I. Observations on nonspecific encephalomyelopathy in our clinic 1) Method and clinical classification (Table 1) There were 3 patients of nonspecific encephalomyelopathy among2,686 in-patients 1959 and 1960, 3 in 1961, 7 in 1962 and 10 in 1963, or they were increasing year by year. There were 10 males and 12 females. Eight cases were of sixth decade, 5 of third, 4 of fourth, 3 of fifth and 2of seventh. Six were foundin spring,7 in summer,4in autumn and 5 in winter. Signs of myelopathy appeared acutely or subacutely after several days (4 cases), 3 to 7 weeks (8), Sensational disturbance below the navel or the legs was found in all cases, but it was" often imperfect and more commonlysuperficial than deep. Vesico-rectal disturbance was seen in 7 cases, perfect paralysis of the lower extremities in 5, of whom1 was followed by imperfect paralysis of the upper extremities, and imperfect paralysis of the lower extremities in 17. Knee jerks were weak or absent in some cases at the first stage, but became elevated later in 20 cases, and Achilles tendon reflexes were elevated in 15. Babinski reflex was positive in 16 cases and patellar or ankle clonus was positive in 5. Deepreflexes in the upper extremities were elevated in 9 cases. Positive Hoffmannor Tromner reflex was seen in 10 cases. All patients were treated with steroids, antibiotics and vitamins, of which large amount of thyamine was most commonly used, but they were of little effect, ƒÁ-Globulin was administered noncontributorily in only one case.
As to the outcome, death occurred in 2 cases, including one of coexisting cirrhosis of the liver, blindness or high grade visual disturbance with disturbed gait in 3, disability of standing in 2, moderately disturbed gait in 3, slightly disturbed gait in 7, and nearly perfect recovery in 5.
According to our experiences, they can be separated into 2 groups: the one is accompanied by retrobulbar neuritis and the other without it. Most of the former were more serious than the latter. Six of our 22 patients seemed to belong to the former and 16 to the latter.
Typical clinical course of each one case will be presented here. weeks. Visiting our clinic on July 23, 1961, he was treated as enteritis with gradual improvement. Then, numbness in the both legs was suddenly noticed on Aug. 6, and increased in degree until the end of Aug. He was admitted on Sept. 24, complaining of disturbed gait with spastic paralysis of the lower extremities. On admission, knee and Achilles tendon reflexes were elevated, with positive Babinski reflex, but normal were the reflexes of the upper extremities and abdomen.Hypesthesia was found below the navel and deep sensation was slightly disturbed. Steroids, vitamins and ATPwere prescribed with little effect. Numbnesswas so stubborn that sleep was often disturbed. At the end of September, he noticed visual disturbance, which was getting worse gradually. Ophthalmologic examination revealed retrobulbar neuritis optica. At the beginning of October, temporary recovery of gait with negative Babinski was seen, but at the end of that month gait grew again worse, thereas numbness of the hands, elevated reflexes of the upper extremities and positive Tromner and Hoffmannreflex appeared. Finally, numbness of the extremities was gradually improved with a little variety, and he became to be able to walk on crutches, though visual power got worse progressively until he lost it perfectly.
2) Report of a case without optic neuritis (Fig. 2 
